Lymphoma can present in many different ways, and can mimic other conditions. Overt autonomic neuropathy is an unusual feature.
A man aged 73 was admitted for investigation of progressive cough, breathlessness and weight loss. A heavy cigarette smoker in the past, he had chronic sputum production and a wheeze; his medical history included childhood`nephritis', gout (10 years) and severe osteoporosis (12 cm height loss, previous femoral head fracture). Regular drugs included allopurinol, indomethacin and bronchodilator inhalers. No abnormalities were seen on chest radiography and bronchoscopy; bone mineral density was very low. On electrocardiography (ECG) there was left axis deviation and right bundle branch block, and echocardiography revealed a dilated left ventricle, mild systolic and diastolic dysfunction and sclerosis of, but no gradient across, the aortic valve. Blood pressure (BP) was 105/65 mmHg. Relevant laboratory results were plasma urea 25 mmol/L (normal 2.5±6.0), creatinine 290 mmol/L (60±106), total globulins 36 g/L (25±35); IgG 5.7 g/L (8.0±14.0); IgA 0.8 g/L (1.0±3.0); I gM 18.1 g/L (0.5±1.5); I gM lambda band 15.6 g/L; erythrocyte sedimentation rate 102 mm/h. There was modest proteinuria (0.9 g/24 h), negative for Bence Jones protein. The result of a short Synacthen (tetracosactrin) test was normal. A renal biopsy specimen yielded only two glomeruli, both showing early sclerotic changes. On immuno¯uorescence there was no localization of immunoglobulin. The interstitium was densely in®ltrated with lymphocytes and plasma cells. Tubules contained some crystalline casts, but the appearances were not those of cast nephropathy. Computed tomographic (CT) scans showed a few enlarged crural nodes but no widespread para-aortic lymphadenopathy. Spleen size was at the upper limit of normal. Bone marrow aspirate contained 9% lymphocytes of normal appearance. Plasma cell numbers were not increased. There was a strong suspicion of lymphoma but no clear diagnosis was made. He was started on oral prednisolone 40 mg daily for interstitial nephritis and he improved brie¯y, with plasma creatinine falling to 253 mmol/L.
A few months later, renal function had worsened to the point where haemodialysis was necessary (creatinine 770 mmol/L). Systolic BP was now 90±100 mmHg at best. The short Synacthen test again gave a normal result. Extreme fatigue and postural dizziness became prominent symptoms, as did diarrhoea (no infective pathogen isolated). Over the next weeks BP fell to 70/40 mmHg and he was unable to stand up without fainting. On echocardiography left ventricular function remained adequate and there was no evidence of pericardial effusion or other restrictive features. Sweating was noted to be absent on the torso and the lower limbs. On further inpatient investigation, the quanti®cation of the IgM:lambda band was unchanged and blood viscosity was normal. Bone marrow aspirate and trephine specimens now showed 69% lymphocytes with plasmacytoid forms, and low-grade B-cell lymphoma was diagnosed. On formal tilt-table autonomic function testing BPs were as follows: supine 65/35 mmHg, pulse 90/min; 308 tilt BP 40/0 mmHg, pulse 93; 608 tilt BP unrecordable, heart rate (by ECG) 100 (the patient fainted). The patient was too frail to perform a Valsalva manoeuvre. On automated blood pressure monitoring (during which he was unable to leave his bed) average systolic BP was 65 mmHg and heart rate 91/min. Lack of variation between awake and sleeping values (BP 64 and 68 mmHg; heart rate 91 and 92/min) con®rmed autonomic dysfunction. Shortly afterwards the BP fell further and the patient died.
At necropsy the lungs showed apical bullae and heavy congestion. The heart was enlarged, with early ®brinous pericarditis. Diffuse heavily calci®ed complex atheroma was present in all coronary vessels and the main aorta. Thoracic and abdominal para-aortic lymphadenopathy was present, and lymph node enlargement was also found at the porta hepatis (maximum diameter 10 mm). On histological examination lymphoplasmacytoid cellular in®ltrates were present in the kidneys, pericardium and thoracic and abdominal para-aortic nodes, and the thoracic sympathetic chain and plexus were heavily in®ltrated by lymphomatous cells (Figure 1) ; no in®ltrates were seen in the central nervous system. None of the tissues stained positively for amyloid.
COMMENT
How can we account for this patient's autonomic dysfunction? Direct in®ltration of the adrenal glands has been recorded in angiotropic large cell lymphoma 1 , but here there was no evidence of adrenal dysfunction. Autonomic dysfunction has been described in central nervous system lymphoma 2 , but again this was absent. In a prospective series, Turner et al. 3 found that 16 out of 20 patients with Hodgkin's or non-Hodgkin's lymphoma had symptomless (subclinical) autonomic dysfunction, which they thought was a paraneoplastic phenomenon; drugs such as doxorubicin are associated with cardiac dysautonomia 4 , but autonomic function improved rather than worsened with chemotherapy. Although renal failure per se is associated with autonomic dysfunction 5 it is rarely of such severity nor so rapidly progressive so soon after the start of dialysis.
There was a stable IgM: lambda paraproteinaemia without elevation of plasma viscosity (i.e. it was not Waldenstro Èm's macroglobulinaemia). There was no convincing evidence of POEMS syndrome 6 . In our patient the most likely explanation for the autonomic failure was extensive in®ltration of the thoracic sympathetic chain and plexus and we believe this to be the ®rst such case reported. Whiplash injury is typically a product of sudden extension or¯exion of the unprotected neck in a road traf®c accident. Common symptoms are neck pain, headache and temporomandibular joint pain. Autonomic dysfunction causing vascular disturbance seems to be rare.
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CASE HISTORY
A woman aged 29 reported bilateral neck pain, worse on the left side, with`pins and needles' (paraesthesia) in the left arm. Two hours earlier she had been in the driver's seat of a stationary car, with standard seatbelt across right shoulder, when it was struck on the same side by a slowly moving vehicle. Her seat had a head-rest. There was no intrusion into the driver's compartment and she was able to get out unaided. She never lost consciousness. Air temperature on that day was 8 8C. On examination, pulse was 106 per minute, blood pressure 122/88 mm Hg in the right arm, 146/84 in the left. There was no evidence of head injury and the only local tenderness was in the left supraclavicular fossa (no palpable mass). Carotid, brachial and radial pulses were normal. The striking abnormality was in the left upper limb, the whole of which was dusky in colour. It was warm to touch, not swollen, and there was increased sensory perception. Capillary re®ll in the nail beds was slow (greater than 2 s). Radiographs of the cervical spine and chest showed no abnormalityÐno bony cervical rib, mediastinum not widened. A duplex scan of the neck, supraclavicular fossa and axillae was normal. She was admitted with a working diagnosis of`Raynaud-like phenomenon' and encouraged to have a warm bath, after which her arm became less dusky. She could not tolerate sublingual glyceryl trinitrate (500 mg) because of headache. Nifedipine at an initial dose of 5 mg twice daily, reduced to
